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Appendix 1a
Sample Completed HCFA 1500 Claim Form

(Rehabilitation Agency)

    Recipient, Im A.    MM   DD   YY                       x
609 Willow

1234567890

Anytown WI

55555     xxx  xxx-xxxx

OI-P

I.M. Referring MD B12345

1234567

97112     OT                       1           xxxx        8.0

97770     OT                       2           xxxx        2.0

Q0109    OT                       1           xxxx        1.0

    XXX.XX    XX.XX          XX.XX

I.M. Billing
1 W.  Williams
Anytown, WI 55555    87654300

I.M. Nursing Home
506 Willow
Anytown, WI    55555

I.M. Provider    MM/DD/YY

M

M-7

435.9

437.0

02     03   98  02   08  98    7    9

02     23   98                     7     9

02     01   98                     7     9


